fact that the submucosa of the rectum is an easily distensible space. Fluid is injected into this space, raising the diseased mucosa off the circular muscle. The tumour is then removed quite easily by dissection in the submucous plane (Fig 1) . An anorectal retractor is inserted into the rectum and opened to expose part or all of the tumour. Isotonic saline with or without a minute concentration of adrenaline (1 part in 250,000) is injected into the submucosa. An incision is made in the normal mucosa surrounding the tumour and about 1 cm from it. Using scissor dissection the mucosa is elevated off the circular muscle. The whole of the tumour is removed in one piece if not too large, but it may be necessary to move the retractors round the rectal wall to expose a fresh portion for excision as a separate piece. Even large bare areas of rectal wall will heal with little trouble and no suturing of mucosa is required.
If the villous papilloma occupies the whole of the rectal wall a more extensive procedure is required but it is never necessary to remove the rectum and do a colostomy for a benign tumour. A similar procedure is carried out except that in this case the lower 8 cm of rectum is completely denuded of abnormal mucosa. If nothing further were done a stricture would result, so the rectum must be re-lined with epithelium. Anorectal continence does not depend on the presence of rectal mucosa, the essential factor is the rectal muscle wall (Parks et al. 1962 ). After denuding the rectal ampulla an abdominal incision is made and the upper rectum mobilized. The rectum is transected at the upper level of mucosal excision and if any tumour remains in the bowel above it is resected. Sigmoid colon is then drawn down through the denuded rectum and sutured to the squamous epithelium of the mid-anal canal (Fig  2) . A few sutures are placed between the muscularis of the cut end of the rectum and the colon. The new rectum has two muscle coats and an epithelial lining from the colon. It functions perfectly and the patient is continent.
It is essential before this operation to be sure that there are no areas of malignancy in an extensive villous papilloma. This is best done by careful digital palpation under anzesthetic with biopsy of any suspicious area. About a year ago I was presented with a villous papilloma of the rectum which was not quite circumferential and which extended about 6 to 13 cm from the anal verge. This was too high for excision through the anal canal and too low for anterior resection with anastomosis. Moreover, it obviously could not be completely assessed by digital palpation. It was decided to expose the involved bowel by the sacral approach of Kraske. The coccyx and the lower two pieces of the sacrum were removed; the rectum was opened posteriorly where it was not involved and 1:200,000 noradrenaline in saline infiltrated into the submucosa to elevate the villous tumour; this was then dissected free and removed. It was found that the mucosal defect could be repaired from within the lumen with interrupted chromic catgut. The rectal incision was closed in two layers and the skin after the manner of Lang Stevenson (1948) . The patient's post-operative progress was gratifying, with complete continence and comfort on sitting, and he has been followed up for twelve months. 
